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Abstract:
Burnout is a common problem among mental health nurses. High levels 
of burnout result in job dissatisfaction, rapid turnover of staff, physical 
and psychological discomfort, and a reduction in the quality of patient 
care. While there is an abundance of research relating to burnout per se, 
research regarding the impact of burnout prevention programmes is 
lacking. This study aimed to measure the effects of a burnout prevention 
programme on mental health nurses working in Saudi Arabia (SA). A 
quasi-experimental design was used to test the effectiveness of a two-
day burnout prevention workshop. The sample consisted of an 
intervention group (n=154) and a control group (n=142). Data collected 
using the Maslach Burnout Inventory (MBI) measured the effects of the 
workshop at one, three and six month intervals after completion of the 
programme. Data were analysed using the latest version of SPSS. 
Means, standard deviations, frequencies and percentages were used to 
describe the sample and levels of burnout. A t-test, ANOVA, Multiple 
linear regression and chi squared were used to measure the effect of the 
workshop before and at the three time points after exposure. Findings 
indicate the program was effective with a significant reduction being 
reported one month after the intervention. However, although not 
returning to baseline scores, burnout scores had increased at six 
months. In conclusion, while the overall efficacy of the burnout reduction 
program is evident, mental health nurses would benefit from having 
opportunity to use some of the strategies on a regular basis. 
 




Burnout is a common problem among mental health nurses. High levels of burnout result in job 
dissatisfaction, rapid turnover of staff, physical and psychological discomfort, and a reduction in 
the quality of patient care. While there is an abundance of research relating to burnout per se, 
research regarding the impact of burnout prevention programmes is lacking. This study aimed to 
measure the effects of a burnout prevention programme on mental health nurses working in 
Saudi Arabia (SA). A quasi-experimental design was used to test the effectiveness of a two-day 
burnout prevention workshop. The sample consisted of an intervention group (n=154) and a 
control group (n=142). Data collected using the Maslach Burnout Inventory (MBI) measured the 
effects of the workshop at one, three and six month intervals after completion of the programme. 
Data were analysed using the latest version of SPSS. Means, standard deviations, frequencies 
and percentages were used to describe the sample and levels of burnout. A t-test, ANOVA, 
Multiple linear regression and chi squared were used to measure the effect of the workshop 
before and at the three time points aft r exposure. Findings indicate the program was effective 
with a significant reduction being reported one month after the intervention. However, although 
not returning to baseline scores, burnout scores had increased at six months. In conclusion, while 
the overall efficacy of the burnout reduction program is evident, mental health nurses would 
benefit from having opportunity to use some of the strategies on a regular basis. 
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Introduction
Globally there is a crisis in the recruitment and retention of mental health nurses, putting extra 
pressure on those who are left to deliver quality services (Redknap et al., 2015). International 
studies have associated high staff turnover, decreased work efficiency and poor quality of service 
delivery with burnout (Salyers et al., 2016; Yang et al., 2015). Burnout is a cross-cultural 
phenomenon and is considered a common problem among mental health professionals, with 
service providers reporting between 21% - 67% of staff experiencing burnout (Foster et al., 
2019; Morse et al., 2012). In light of the current global nursing workforce crisis it is imperative 
to protect mental health nurses against burnout. 
































































Burnout and its implications for mental health professionals
Available literature indicates a prevalence rate of burnout being between 20-67% among mental 
health professionals (Morse et al., 2012) An examination of the prevalence rates of burnout in 
mental health professionals and mental health non-professionals, suggest high levels of burnout 
affect over 50% of mental health professionals at an early stage of their career (Volpe et al., 
2014). The prevalence of burnout among mental health nurses has been linked to factors such as 
the nature of work and required level of relationship with service users (Edwards et al., 2017). 
The stress inherent in these factors can often unsettle nursing staff and prove detrimental to the 
quality of care they deliver (Woodhead et al., 2016). This is particularly pertinent when their 
ability to provide therapeutic intervention is compromised due to competing demands from the 
organisation and service users, and lack of resources (Kornhaber; 2016; Warne & McAndrew, 
2008).
Mental health nursing requires an optimum level of therapeutic techniques including autonomy, 
empathy, and integrity (Madathil et al., 2014). Nurses need to integrate all these components into 
their practice to provide a high level quality of care. Autonomy is described as a key factor in 
decision making within health care systems, and can buffer negative consequences of burnout 
among health care professionals (Le Blanc et al., 2007). Having greater autonomy can increase 
job satisfaction resulting in higher levels of performance and better nursing care. Therefore, 
interventions aimed at enhancing autonomy among nurses are expected to improve personal 
performance, the quality of care being delivered and service user satisfaction (Myhren et al., 
2013). This infers that interventions promoting professional autonomy (e.g. decision making, 
consultation and collaboration) will enable mental health nurses, who may be exposed to work 
related stress, to reduce their risk of burnout (Adriaenssens et al., 2015).
Definitions of Burnout
Burnout is described as a psychological symptom of stress, having a tri-dimensional set of 
symptoms; depersonalization (DP) and emotional exhaustion (EE), common in the work 
situation, and lack of personal accomplishment (PA), an inability to accomplish or complete 
tasks (Maslach & Jackson, 1981). Emotional exhaustion occurs in the intrapersonal domain and 
refers to feelings of being overextended and depleted of one's emotional and physical resources. 































































Depersonalization occurs in the interpersonal dimension of burnout, referring to a negative or 
excessively detached response to various aspects of the job, while personal accomplishment 
relates to the self-evaluation dimension of burnout. Emotional exhaustion is identified as being 
of primary importance, as this often leads to the other dimensions of burnout (Maslachi et al., 
1996). Increased levels of burnout are likely to lead to job dissatisfaction, rapid turnover of staff, 
physical and psychological discomfort, and ultimately to a reduction in the quality of patient care 
(Khamisa et al., 2015). While there is an abundance of research relating to burnout per se, there 
is a dearth of research regarding the impact of burnout prevention programmes on those 
experiencing high levels of work related stress. 
Burnout and Job Satisfaction
Research has shown that job satisfaction affects the productivity and performance of nurses 
(Hayes et al., 2015; Lu et al., 2012). A high level of job satisfaction among nurses has been 
associated positively with the intention to remain in employment, and negatively with increased 
turnover rates (Hayes et al., 2015; Lu et al., 2012). However, work/family conflict, stress, and 
burnout are also thought to be significantly impacted by high job demands experienced by nurses 
(Cho, 2012). Those who experience job satisfaction have been found to influence the social, 
psychological and physical wellbeing of nurses, and have shown a positive impact on 
organisational outcomes, often resulting in a decrease in burnout levels among nursing 
professionals (Kreitner, 2007).
Burnout predictors
Burnout is far more common among mental health workers compared to other professional group 
(Iglesias et al., 2010; Spence et al., 2009). According to previous studies, burnout predictors 
include: age, gender, marital status, income, level of education, years of experience, department 
where they are working, shift pattern, number of patients assigned to a nurse, and position 
(Aiken et al. 2003). Nurse burnout is associated with distinct personal and situational factors, 
which impacts nurse turnover rates, nursing shortages, and ultimately the quality of care they are 
able to provide. 
Burnout Prevention programmes
Intervention programmes for reducing burnout can be directed towards individuals (i.e. nurses) 
or organisations (i.e. hospitals) or a combination of both. Programmes directed at individuals 































































usually adopt a cognitive behavioural approach, with the aim of reducing burnout by enhancing 
competencies, coping skills and social support. Programmes directed at the organisation tend to 
focus on enhancing the work environment; procedures, supervision, and decreasing job demands 
(Awa, et al., 2010). It is suggested that a combination of both programmes leads to better results 
on burnout reduction (Awa, et al., 2010; Gunusen & Ustun, 2010). Studies examining the effects 
of burnout prevention programmes, have in the main shown a decrease in the level of burnout or 
in its EE, DP and PA subscales (Kravits, et al., 2010; Onan, et al., 2013; Salyers, et al., 2011). 
For example, Salyers et al. (2011) found EE and DP were reduced among mental health 
professionals after implementing a one-day workshop on burnout prevention. Further, Kravits et 
al., (2010) found that a psycho-educational intervention programme to reduce stress and burnout 
using self-care strategies for nurses was useful in reducing EE.
In a Turkish study carried out with 35 (30 completing) oncology nurses Onan et al. (2013) 
evaluated the effect of new ways of coping on burnout subscales (EE, DP and PA) prior to, 
immediately following and one month post-intervention  of a burnout prevention programme. 
The study used a pre-test post-test, but there was no randomisation. They found EE reduced 
significantly following the burnout prevention programme, while no significant reduction was 
found on the domains of DP and PA. However, the effects of the burnout programme on the EE 
subscale, was not sustained at one month post-intervention. The authors did not provide a 
rationale as to why the effect of the intervention was ot sustained and a much larger cohort 
would be needed if findings were to be generalised. Similarly, in a previous Turkish study using 
a randomised controlled trial involving 108 nurses, Günüşen & Ustün (2010) found a significant 
reduction in the EE scores of nurses immediately following a burnout reduction programme. 
However, the EE dimension was not sustained at six-month follow-up, indicating an increase in 
EE scores in both the experimental and control groups. The authors cited the short-term 
effectiveness of person-directed interventions may have been compromised by changes in the 
host hospital as well as an inspection, which increased the stressors and the workload of the 
participants in the intervention arm of the study. In these two-studies, the effects of the 
intervention were not sustained; most participants stated they need work-directed rather than 
person-directed interventions to reduce stress and burnout.
The Saudi Context































































While burnout is a problem for nurses working in Saudi Arabia, neither healthcare authorities 
nor professionals have given much attention to the assessment and prevention of burnout 
(AlSuliman & AlHablani, 2014; AlTurki et al., 2010; Sadat-Ali et al., 2005)., The studies 
undertaken by AlSuliman and AlHablani, (2014) and AlTurki et al. (2010) focused on burnout 
among nurses per se, while Sadat-Ali et al. (2005) explored burnout among orthopaedic surgeons 
and nurses. AlSuliman and AlHablani, (2014) examined burnout among military hospital nursing 
staff in Saudi Arabia, and the risk factors associated with it. Findings revealed the overall 
prevalence of burnout in the target group was high (75.9%). The study involved nurses working 
on inpatient units and in out-patient clinics, with the former presenting a greater risk of having 
burnout in comparison to those working in outpatient clinics. Sources of job stress cited as 
contributing to burnout among nurses included; organisational climate and structure, the job 
itself, achievement and family bligations, interpersonal relationships, and managerial roles such 
as being temporarily in-charge of units. In a study undertaken by AlTurki et al. (2010) more than 
70% of the nursing workforces were from migrant populations, and this was also thought to be a 
source of stress. While this study was carried out within a general healthcare setting, it was 
suggested that within the complexity of the psychiatric milieu it could be an important predictor 
of burnout (AlTurki et al., 2010).  In light of the findings from each of these studies and poor 
recruitment and retention of mental health nurses in Saudi Arabia, 13 per 100,000 population 
(Qureshi et al., 2013), strategies that can be used to reduce burnout among Saudi mental health 
nurses need to be introduced and their effectiveness investigated.
Studies exploring burnout in the field of mental health nursing in Saudi Arabia are scarce. To 
date there are no studies available measuring the level of burnout among mental health nurses 
working in Saudi Arabia. Therefore, the aim of this study was to measure the level of burnout 
among mental health nurses working in Saudi Arabia and evaluate the effectiveness of a burnout 
prevention programme in reducing the levels of burnout.
Research questions
In light of the above the following research questions were generated:
What are the levels of burnout per se, and in the subscales of emotional exhaustion, 
depersonalization, and personal accomplishments, among mental health nurses in Saudi Arabia? 































































What is the effect of implementing a burnout prevention programme in reducing stress among 
mental health nurses in Saudi Arabia at one, three and six months intervals after completing the 
programme?
Methodology
A quasi-experimental study utilising a non-equivalent pre-test post-test design was employed to 
assess the efficacy of a burnout prevention programme among mental health nurses. Quasi-
experiments are used to examine the causal impact of an intervention on a specific group 
compared to a control group (Polit & Beck, 2008). With regard to experimental design, random 
allocation of people to an experimental and control groups may be considered unethical, for 
example, to prevent one group from engaging in healthy behaviour. When these problems are 
present, as within this study, and a true experiment is not possible a quasi-experimental design is 
employed (Beanland & Schneider, 1999). Moreover, matching nurse characteristics between 
groups is also difficult, particularly in Saudi Arabia where the majority of nurses are expatriates 
from many different countries and cultures. For this reason the best option appeared to be that of 
a non-equivalent control group pre-test - post-test design.
The intervention programme
Introducing a burnout prevention program was a novel experience to the Saudi mental health 
care system. The programme was evidence based and predicated on universal prevention 
strategies, but as differences in personal, cultural and organizational factors can influence 
burnout experiences among nurses, it was important to develop a prevention programme that was 
fit for purpose (Fortinash & Worret, 2014). Evidence within the literature highlighted a number 
of ways of successfully dealing with undesirable stress. These included; music-making, social 
support group, progressive muscle relaxation, deep breathing exercises and guided imagery. Of 
these self-care activities breathing exercises, progressive muscle relaxation, communication and 
social skill training and social support were all considered suitable. The programme was further 
modified to address cultural variations, for example, use of Arabic language, (non-verbal 
communication, conversational skills, and assertiveness), social skills (Saudi customs, etiquette, 
cultures and traditions, gender issues, family values, and behavioural techniques). The final 
programme included: Introduction to burnout: definition, signs, and possible causes; 
Consequences of burn out on both nurses as individuals and institutions; Principles of burnout 































































prevention; Tips for creating space for relaxation; Self-care activities such as breathing exercises; 
Stress reduction management; Progressive muscle relaxation; Social skill training and 
developing social support; and Communication skills training.
The intervention was delivered over two days’ (6 hours per day) with sessions taking place in a 
private room at Al Amal Complex for Mental Health in Riyadh. A group leader was assigned to 
each group and took responsibility for delivering the intervention programme. In total the 
programme was delivered on six occasions, three groups running simultaneously. The group 
leaders (a total of three) were Masters Level prepared nurses who are experienced and licensed 
in mental health nursing. Each session was audio and video taped to ensure integrity of the 
sessions. The group leaders maintained records and notes of the sessions and had to fill in a 
progress report after each session. An expert in group therapy reviewed the sessions to ensure no 
deviations took place from what had been agreed regarding content and delivery of the 
programme. To maintain and ensure validity of the intervention, all session were conducted 
within the same time frame, under the same conditions, and using the same materials. Prior to 
starting, the three group leaders met to review all material and agree on the style, methods and 
content that would be covered per session.
Recruitment and Data Collection Procedure
Ethical approval was gained from the Research Innovation and Academic Engagement Ethical 
Approval Panel at the University of XXX and from Al Amal Mental Health Complex in Riyadh 
and Ar’ar.
The research was conducted at the Al-Amal mental health complex. Two hospitals, one in 
Riyadh and one in Ar’ar, were involved in the study and randomly assigned to being either the 
intervention group or the control group; Riyadh serving as the former and Ar’ar, the latter. The 
technique used to assign a hospital to either the intervention or the control group was for the 
researcher to put two pieces of paper in two separate envelops, on one piece of paper was written 
intervention and on the other control. The sealed envelopes were given to an independent person 
at one of the hospitals who choose an envelope, opened it and discovered which group that 
hospital will be allocated to. The hospital complex where the intervention group took place 
consists of around 12 wards providing a range of mental health services. The hospital complex 































































where the control group took place consists of around 11 wards providing the same mental health 
services.
Posters, providing information about the study and details of how to contact the researcher were 
placed on nurses’ notice boards within two hospitals. Potential participants were provided with 
an invitation letter and information sheet detailing the study. Eligibility criteria for participating 
included a minimum of two years’ experience as a qualified nurse working in a mental health 
setting. Those eligible and interested were asked to sign a consent form. All those agreeing to 
participate were asked to complete a questionnaire about their demographic characteristics. All 
participants were then asked to fill in the Maslach’s Burnout Inventory (MBI); (Maslach et al., 
1996) which was used as a base line assessment of their level of burnout. 
The MBI is a 22-item scale designed to measure three dimensions of burnout: Emotional 
Exhaustion (EE) (9 items), Depersonalization (DP) (5 items), and Personal Accomplishment 
(PA) (8 items) (Maslach, et al., 1996).  Each item is scored on a seven-point Likert scale ranging 
from 0 "never"-to-6 "everyday". Responses are totalled to obtain a separate score for each of the 
three subscales, or the total score for the inventory. Scores in the upper third percentile are rated 
as high, the middle third percentile as moderate and the lower third as low according to MBI 
instrument and scoring guidelines (Maslach, et al., 1996). The Arabic MBI is known to have 
good reliability and has been utilised in a number of Arabic-speaking countries, where studies 
have been conducted to assess burnout levels among nurses (Hamaideh, 2011; Al-Turki et al, 
2010)
The power calculation for this study was established on the assumption that the intervention and 
control group were of similar size and participants had similar characteristics. According to the 
standardized sample size table (Hinkle & Oliver, 1983) if .05 level is of significance, 
standardized effect size = medium (.50), and power = .80, 84 subjects would be required for each 
group, meeting the Central Limit Theorem (CLT) requirement. This means that at least 168 
subjects had to be approached to participate in the study. However, estimating a 50% 
participation rate, due to expected attrition and/or missing data, a larger sample would provide 
greater power and reduce the likelihood of a Type 2 error. In light of this all nurses in Al-Amal 
Complex for Mental Health, approximately 300, were invited to participate in the study.































































The intervention group was comprised of 154 nurses based at Al Amal Mental Health Complex 
in Riyadh and divided into seven groups, each group having between 20-25 nurses. During the 
intervention, male nurses were separated from female colleagues in accordance with Saudi 
custom and tradition. In the comparison group there were 145 nurses based at Al Amal Mental 
Health Facility in Ar’ar. After completion of the sessions, all participants (intervention and 
control group) were asked to complete the MBI at one, three and six months’ post intervention to 
determine the long term effects and whether positive changes after completion of the programme 
could be sustained. Both the control and intervention groups completed the MBI at the same 
time. Data collection started in May 2015, by the primary researcher and first author.
Data analysis
Descriptive statistics, such as central tendency measures, for example means and medians, and 
dispersion measures (standard deviation, ranges), were used to present the demographic 
characteristics of nurses in the intervention and control groups and to assess their levels of 
burnout according to the following subscales: EE, DP, PA. Independent-samples t-test was 
conducted to compare the burn out score at baseline between the nurses in the control and the 
intervention group. Chi-square test for independence was used to test for differences of baseline 
burnout scores between the intervention and control group in relation to their descriptive 
characteristics. The Pearson product-moment correlation coefficient (r) was used to 
independently investigate the relationships between the aforementioned demographic 
characteristics and burnout subscales in each group. Repeated measures ANOVA was used to 
investigate changes within the burnout constructs at four time points (before the intervention, 
one, three and six months post intervention) of the three constructs (EE, DP, and PA). Effect 
sizes were determined to assess the magnitude of results using standardized values (Cohen, 
1988). All analyses were calculated using Statistical Package for Social Sciences (SPSS) version 
22 with probability values set at .05 levels.
Results
A total of 296 nurses were allocated to either the intervention (n=154) or control group (n=142). 
Of these, only 255 (intervention group, n=130; control group, n=125) completed the study, 
yielding a completion rate of 86%. Forty-one did not complete the study due to incomplete data 
or natural attrition (Figure 1)































































Insert Figure 1 here
Table 1:Differences between burn out score at baseline between intervention and control 
groups (insert Table 1 here)
There was no significant difference in any of subject characteristics at baseline. The gender, 
marital status, level of education, ward in which they work, the duty shift, their position in the 
work place or intention to leave were comparable in both control and intervention group 
indicating these two groups had equivalence.
Table 2: The overall levels of burnout, and in the subscales of EE, DP, and PA among nurses in 
the intervention and control group prior to the intervention. (Insert Table 2 here)
There was a significant increase in the EE score in the intervention group compared to the 
control group (P=0.0082), but there was no significant difference in scores on the DP and PA 
subscales between the two groups. The total burnout score was significantly higher for the 
intervention group compared to the control (P=0.0001). At baseline, in the intervention group 78 
(41.6%) of the nurses had moderate levels of burnout, with 76 (39.5%) having moderate levels of 
burnout in the control group. Regarding mild levels of burnout, 38 (27.65%) demonstrated this in 
the intervention group, with similar numbers in the control group, 34 (32.9%). Those affected by 
high levels of burnout were 38 (30.65%) in the intervention group and 32 (27.6%) in control 
group. Similarly, 82 (53.2%) of the nurses in the intervention group had moderate levels of DP, 
compared to 86 (60.6%) in the control group; 37 (24%) had mild levels of DP, while in the 
control group 29 (20.4%) showed mild levels of DP; and 35 (22.7%) in the intervention group 
demonstrated high levels of DP, while this applied to 27 (19%) in the control group. The results 
of the analysis also showed that more than half, 85 (52.2%) of the nurses in the intervention 
group had moderate levels of PA, compared to 82 (57.7%) in the control group. In terms of low 
levels of PA, 37 (37%) and 28 (19.7%) demonstrated this in the intervention and control groups 
respectively, A small number, 32 (20.8%) had high levels of PA in the intervention group and 32 
(22.5%) in the control group.
Table 3: Descriptive statistics and standard deviation of mean emotional exhaustion score for the 
nurses in the two groups (Insert Table 3 here)































































An independent-samples t-test was conducted to compare the mean EE score at the four time 
points for the nurses in the intervention and control groups. The results indicated a statistically 
significant difference in mean EE scores at the four time points for the nurses in the intervention 
and control group; p≤0.001
Table 4: Descriptive statistics and standard deviation of mean depersonalization score for the 
nurses in the two groups (Insert Table 3 here)
An independent-samples t-test was conducted to compare the mean DP score at the four time 
points for the nurses in the control and the intervention group. The results indicate statistically 
significant differences in mean DP scores between the two groups following intervention; 
comparisons having p≤0.0001.
Table 5: Descriptive statistics and standard deviation of mean personal accomplishment score 
for the nurses in the two groups (Insert Table 3 here)
A t-test was conducted to compare the mean PA scores at the four time points for the nurses in 
the control and intervention groups. Statistically there is a significant difference in the Personal 
Accomplishment at each time point post intervention; all comparisons having p≤0.001.
Regarding the second research question: What is the effect of implementing a burnout prevention 
program on mental health nurses in Saudi Arabia immediately after attending the program and at 
one, three and six months follow-up?
Table 6: Descriptive statistics and standard deviation of mean total burnout score of the nurses 
in the two groups (Insert Table 3 here)
The intervention group started with a higher level of total burnout than the control group. 
However, between pre-test and post-test 1 there was a marked decrease in the total burnout score 
for the intervention group, whereas there was an increase in total burnout score for the control 
group. Between post-test 1 (one month) and post-test 3(six months) there was an increase in 
scores for both the control and the intervention group, however the intervention score still 































































remained lower than their baseline and the control group scores, the latter having a higher score 
at post-test 3 than at the baseline. 
Discussion
There are only three previous studies investigating burnout among nurses in Saudi Arabia 
(AlSuliman & AlHablani, 2014; AlTurki et al., 2010; Sadat-Ali), none of which have examined 
burnout among mental health nurses. However, these three studies have initially been used to 
compare the results from this study. When comparing the results in Table 1, the combined 
statistics for the two groups revealed mental health nurses working in Saudi Arabia and 
participating in this study showed 33.21% had high EE scores; 41.7% had high DP scores; and 
56.7% had a low PA score. These results, particularly for the EE score and low PA score are 
similar to those of Sadat-Ali et al. (2005). However, Sadat-Ali et al.’s (2005) study was 
conducted using only 69 participants so it is difficult to ascertain whether the results would 
remain consistent for a larger number of nurses. AlTurki et al.  (2010) having a sample of 198 
general nurses, found that 45% had a high EE score; 42% a high DP score; and 71.5% a low PA 
score, suggesting a large increase within each score category within the 5-year span between the 
two studies perhaps indicating burnout amongst nurses was rising. More recently, AlSuliman and 
AlHablani (2014) reported only 10.8% of nurses were found to have a high EE score, 68% a high 
DP score and 5.1% a low PA score. In the four intervening years between the publication of this 
and Al-Turki et al.’s (2010) study the EE scores appear to have reduced. This may be accounted 
for by adaptation to the changes within the healthcare system initiated in Saudi Arabia in 2007. 
However, the DP score had risen and the PA score reduced, suggesting anxiety among general 
nurses remains high and this may compromise self-confidence and subsequently personal 
accomplishment.  However, all of these studies only examined burnout among general nurses 
and not mental health nurses making a true comparison difficult. Overall, this study found that 
most subjects in the intervention and control groups had moderate levels of EE and DP, and low 
levels of PA at baseline assessment, with differences between the two groups not being 
significant. Furthermore, the results from this study infer, prior to exposure to the burnout 
prevention programme, that all subscales of the MBI showed evidence of mental health nurses’ 
experiencing burnout with varying levels of severity. 































































Preventing and reducing work related burnout is of great importance, not only with regard to the 
quality of life of nurses affected, but also for preventing the economic losses which come about 
as a result of absenteeism and turnover of staff (Awa et al., 2010). The intervention programme 
carried out in this study was helpful in reducing burnout and lead to positive effects on those 
who had moderate and high levels of burnout. The intervention programme was a person-centred 
intervention rather than an organisation directed intervention and it has been suggested that 
approximately 82% of all person-centred interventions lead to a significant reduction in burnout, 
or positive changes in its risk factors (Awa et al, 2010). The results also highlighted short term 
positive intervention effects on burnout among mental health nurses, over a six month period, 
with nurses showing improvements in burnout on all three subscales of the MBI. The results 
indicate positive outcomes can be achieved when strategies to change perceptions and coping 
styles, are tailored to individuals. 
There is increasing interest in stress and burnout reduction and prevention programmes that are 
geared toward enhancing the clinical milieu of nurses working in stressful environments 
(Gómez‐Urquiza et al., 2017). In general, stress and burnout are considered among the most 
influential factors that impact clinical performance among health professionals, in particular 
nurses in mental health care settings (Edwards et al, 2017). Mental health nurses face numerous 
challenges, such as increased service user acuity, decreased length of hospital stay, and changing 
service user expectations, all of which may burden nurses and negatively affect the quality of 
care they deliver (Cleary & Freeman, 2005). Given the global shortage in the mental health 
nursing workforce, mental health nurses are challenged in trying to provide high quality nursing 
care in a demanding, and often stressful working environment (Redknap et al., 2015; Salyers et 
al., 2016).  
In this study, a burnout reduction and prevention programme that was aimed at lowering the 
level of burnout among nurses working in mental health settings in Saudi Arabia was adapted for 
the cultural setting. The focus of the programme was on promoting personal coping strategies 
and developing skills that would lead to improved confidence and competency. However, the 
effect of the intervention at three and sixth month follow-up showed an increase in EE and DP 
and a decrease in PA. The results firstly indicate that the intervention was effective in managing 
burnout per se on all three subscales among mental health nurses, and remained so at one-month 
post intervention. Secondly, and without any sustaining or booster interventions, at three and six 































































months the intervention remained effective with scores still showing improvement when 
compared to those at baseline. In conclusion, the intervention was most effective in the short-
term and retained its effectiveness over a prolonged period. The results of this study support the 
few previous international studies regarding the positive effects of intervention programmes in 
reducing burnout among mental health nurses (Stier-Jarmer et al., 2016; Günüşen & Ustün, 
2010; Kravits, et al., 2010; Onan, et al., 2013; Salyers, et al., 2011). Although the positive effects 
of the intervention are acknowledged, implementing the programme in a Saudi health care 
setting did require assumptions to be made, namely that the principles of such interventions are 
effective across cultures and variations in health care delivery systems. While the growing 
number of studies regarding the effectiveness of burnout prevention programmes have 
international applicability, the findings of this and other studies carried out in predominately 
Muslin countries (Günüşen & Ustün, 2010; Onan, et al., 2013) would suggest such programmes 
are applicable to Middle Eastern countries.
However, based on available literatur , studies investigating the effects of burnout reduction 
programmes in the long-term were limited, with only Günüşen & Ustün (2010) and Stier-Jarmer 
et al. (2016) evaluating the effects on the three burnout scales at baseline, post-intervention and 
six months follow-up, but both studies only focusing on EE and other stress inducing parameters. 
This study adds to the limited body of knowledge regarding the positive effects of a burnout 
prevention programme, especially with regard to demonstrating its sustained effectiveness at six 
months post intervention on all three subscales. While this study used four time points, and in 
doing so was able to establish that the effects of the programme delivered was sustained over a 
longer period of time, regardless of a decline in scores at three and six months, this reduction in 
effectiveness raises important questions as to how the initial improvement might be better 
sustained. For example, further research regarding the effects of booster sessions of the 
intervention being used intermittently during a nurse’s career would be useful to explore. 
CONCLUSION
Burnout in mental health clinical settings is a global problem effecting service delivery, the 
quality of service user care, and the effective functioning of healthcare organisations. Given the 
global evidence of burnout among mental health nurses, it would seem appropriate that such 































































problems are carefully monitored and interventions introduced that will enable nurses to be 
better equipped to deal with emotionality inherent in everyday mental health nursing practice. In 
addition, sponsors or policy-makers should understand the fundamental problems of burnout; its 
causes, predictors and strategies that can be employed to promote emotional and psychological 
resilience and enhance high-quality compassionate care. In this study, the major impact of the 
burnout programme was seen one month following intervention. Although significant effects of 
the intervention were not evident in the long-term, the results of the burnout prevention 
programme among mental health nurses must be viewed positively, as in the short term there was 
a significant improvement on all three subscales of the MBI and in the longer term (six months) 
results remained an improvement on those at baseline. This offers a unique perspective that may 
further provide a strong base for future research studies exploring and implementing burnout 
reduction or prevention programmes in healthcare settings, and perhaps more importantly, 
develop and evaluate programmes and/or strategies for continued support that could bolster 
coping mechanisms to alleviated work related stress. 
Relevance for clinical practice
While mental health nurses may be aware of burnout, there is often a disparity between knowing 
about it and taking action to address it. All nurses have a responsibility to ensure they are fit for 
practice and this includes taking care of self to ensure they are in a position to deliver quality 
care to those in need of their help. While a top down approach would ensure time and resources 
are available for burnout prevention programmes, the nurses themselves need to seize such 
opportunities and fully participate in such programmes to enable their needs to be met. In 
introducing such programmes, organisations, practice managers and/or educationalists need to 
ensure they will be meaningful and accessible to the individual. In addition, thought needs to be 
given to how the positive effects of such programmes can be sustained through developing 
booster and/or support sessions to counteract or buffer unpleasant experiences and recurring 
signs and symptoms of burnout among mental health nurses. Repetitive interventions, with 
consistent support from the facilitators, may prevent high dropout rates, reduce burnout, and 
enhance the long-term health outcomes for mental health nurses and those they provide care for.
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Table 1:Differences between burn out score at baseline between intervention and control 
groups










Female 75 67Gender 
Male 79 75
0.02096 0.8849
Single 53 42 Marital 
status Married 101 100 
0.79 0.39
Diploma 146 129 Educational 
level Bachelor's 8 13 
3.79 0.15




addiction 32 28 
1.189 0.7556
A 14 18 
B 11 15 
C 1 3
Duty shift
Rotating 128 106 
3.703 0.2953
Administrator 11 13 Position
Nurses 143 129 
0.1768 0.6741
Yes 51 49 Intention to 
Leave No 103 93
0.06 0.81
Duty shift A, morning; duty shift B, afternoon; duty shift C, night.






























































Table 2: The overall levels of burnout, and in the subscales of EE, DP, and PA among nurses in 
the intervention and control group prior to the intervention.














Total burnout Control 142 66.82±11.6
Intervention 154 71.14±9.85
0.0001
Table 3: Descriptive statistics and standard deviation of mean emotional exhaustion score for 









Intervention 144 15.52±7.64Score  1 month 
post intervention Control 133 33.85±10.08
<0.0001
Intervention 136 23.81±11.59Score  3 months 
post intervention Control 128 35.43±11.33
<0.0001
Intervention 130 25.45±10.53Score  6 months 
post intervention Control 125 35.33±6.35
<0.0001






























































Table 4: Descriptive statistics and standard deviation of mean depersonalization score for the 
nurses in the two groups
Depolarization Groups N Mean±SD P Value
Intervention 154 14.23±6.16Pre intervention
Control 142 12.93±5.51
0.0681
Intervention 144 6.42±4.251 month post 
intervention Control 133 13.76±5.48
<0.0001
Intervention 136 9.23±8.243 months post 
intervention Control 128 12.71±6.12
<0.0001
Intervention 130 10.02±7.276 months post 
intervention Control 125 13.82±5.45
<0.0001
Table 5: Descriptive statistics and standard deviation of mean personal accomplishment score 




Intervention 154 22.12±11.93Pre intervention
Control 142 21.72±9.62
0.7523
Intervention 144 41.22±4.771 month post 
intervention Control 143 20.32±9.35
<0.0001
Intervention 136 36.85±8.033 months post 
intervention Control 128 20.62±7.49
<0.0001
Intervention 130 35.31±7.506 months post 
intervention Control 125 20.84±8.07
<0.0001






























































Table 6 Descriptive statistics and standard deviation of mean total burnout score of the nurses 
in the two groups
Groups N Mean±SD P Value
Control 142 66.28±11.36Total burnout 0
Intervention 154 71.13±11.18
0.0003
Control 133 67.93±11.32Total burnout 1
Intervention 144 63.15±9.85
0.0002
Control 128 68.74±14.43Total burnout 3
Intervention 136 64.88±19.59
0.0709


































































 Figure 1. Flow chart showing number of nurses in each group.
Intervention (154)
296 Nurses  
Control (142)
Incomplete data + 
natural attrition (24)
Incomplete data + 
natural attrition (17)
Final Control (125) Final intervention 
(130)
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